He did not agree that absence of parietal cell and intrinsic factor antibodies excluded pernicious anemia. Of patients with this condition about 50% had antibodies to intrinsic factor and about 90% to parietal cells. Thus neither antibody would be detected in about 5 % of cases. The presence of gastric acid in this patient would need explanation. Perhaps she could be a case of juvenile pernicious ancmia, since these patients have normal acid secretion and neither parietal cell nor intrinsic factor antibodies. From this point it was crucial to know if the normal Schilling test was performed with or without added intrinsic factor. Dr Sharma replied that the patient had received no broad-spectrum antibiotic during her stay in hospital. The Schilling test was performed without added intrinsic factor. Right Brachial Artery Arteriosclerotic Aneurysm with Distal Thromboembolic Phenomena C P Jardine-Brown FRCS (for Professor Harold Ellis Mch) (Surgical Unit, Westminster Hospital, London S W])
The patient, a man aged 78, had a ten-year history of a right brachial artery aneurysm which, in January 1971, for the first time, gave rise to blanching and pain in the right hand, recovering spontaneously over four hours. On admission (5.6.71), he had continuous pain and cyanosis in the right hand following intermittent attacks over the previous ten days. On examination: Right brachial artery aneurysm 7 cmx5 cm, with diminished radial and ulnar pulses. Right hand was cold, cyanosed over the radial side and pulps of all the fingers, and had diminished venous filling and all modalities of sensation.
He was treated initially with intravenous heparin. 8.6.71, proximal and distal ligation flush with the aneurysm, combined with a reversed autogenous long saphenous vein bypass graft and homolateral cervical sympathectomy.
Following the operation his hand and distal pulses steadily improved to near perfect function.
Discussion
Brachial artery 'aneurysms are exceedingly rare from any cause, none being described in association with post-stenotic dilatation, collagen disease or syphilis.
Arteriosclerosis is the commonest cause of peripheral aneurysms except in the brachial artery, as this case is thought to be. The majority have been traumatic in origin, mostly after war or gunshot wounds (Crawford et al. 1959 , Hughes & Jahnke 1958 , Sharp & Hansel 1967 . Two mycotic aneurysms, one following subacute bacterial endocarditis, have been described (Hurwitz & Arst 1948 , Robb 1962 ). The overall decrease in mycotic aneurysms has been due to antibiotics. Congenital aneurysms outside the circle of Willis are uncommon and only once has the brachial artery been involved (Colin & Ellis 1971) , although arteriovenous malformations have been reported (Cross et al. 1958 ).
In the surgical management of small aneurysms proximal ligation or proximal and distal ligation may be performed, allowing the sac contents to clot. The latter is the safer procedure, as it prevents retrograde filling of the aneurysm. In both, adequate collateral circulation should be proved by arteriography unless a bypass graft is performed at the same time. In suitable cases excision of the aneurysm and end-to-end anastomosis or bypass graft may be performed.
Recent technical advances in vascular surgery certainly spared this patient having an amputation. The operation risks today are far less than those of leaving the aneurysm untreated.
